Emergency department (ED) crowding is associated with delays in diagnosis and treatment, decreased quality of care, and increased mortality.
Emergency department (ED) crowding is associated with delays in diagnosis and treatment, decreased quality of care, and increased mortality. 1 Although the boarding of admitted patients remains the most important source of ED crowding, elimination of unnecessary ED referrals for nonurgent visits (ie, specialty consultation, elective admissions, axial imaging, clinic type use) offers an additional potential method to attenuate crowding. Previous research suggests that a subset of ED visits could be managed appropriately in the general primary care setting without apparent adverse consequences. 2 The study hospital is continually at or over maximal inpatient census and during the data collection time period lacked availability for providers to directly admit patients from home or clinic. Consequently, virtually all nonelective patients were admitted through the ED. Similarly, until very recently, the study center lacked available same-day clinic scheduling; patients who required such evaluations were sent to the ED. Improved options for these patients represent opportunities to decrease ED crowding. This investigation sought to estimate what proportion of less emergent patients at the UCLA ED (Emergency Severity Index [ESI] Levels 3, 4, or 5) would have accepted an outpatient appointment in lieu of going to the ED. The resultant information could then be used by the UCLA accountable care organization (ACO) to target areas of improved access to ambulatory care for a segment of willing patients.
Methods
This project was conducted at the UCLA ED, an urban university tertiary/quaternary Level 1 trauma center, with an emergency medicine residency and an annual census of 48 800. The UCLA Institutional Review Board reviewed this project and survey materials and approved the protocol, considering this quality improvement investigation exempt from full review and written informed consent processes. The study team developed and refined the survey instrument and project enrollment process during a preliminary 4-hour pilot trial, modifying wording to improve patient comprehension. Surveys were in paper form with a skip pattern, as displayed in online Supplement 1 (available online with this article). The survey focused on each patient's current acute health problem, patient contact with provider prior to the ED visit, willingness to be seen in clinic, time frame during which an alternate visit needed to occur, desired provider (primary or specialist), and if insurance was recently changed because of the Affordable Care Act (ACA). The primary objectives of the survey portion of the project were the determination of the percentage of patients instructed to visit the ED by health professionals and the percentage of patients who acknowledged that a timely ambulatory care appointment would have been acceptable.
An initial target of 1000 surveyed ED patients was chosen as the study team believed that group would provide enough patients to develop stable estimates of the objective measures.
UCLA emergency medicine research/quality improvement assistants distributed and collected all surveys during consecutive days from 8 am to midnight from February 8, 2014 , to March 2, 2014.
After the initial patient triage, volunteers approached all awake adult English-speaking patients with ESI Levels 3, 4, or 5 to obtain verbal consent to participate in the survey. ESI Level 1 and 2 patients were excluded because, by definition, Level 1 patients require immediate lifesaving intervention and Level 2 patients involve high-risk situations, altered mental status, or severe pain/ distress prohibiting written survey administration. 3 Additionally, assistants did not approach patients with a known psychiatric chief complaint, isolation patients (for safety reasons), or those younger than age 18 unless a parent was present to give verbal consent and help complete the interview.
Responses were double-entered into Microsoft Excel (Microsoft Corporation, Redmond, Washington). Discrepancies between entries were identified electronically and corrected by manual review.
The study team also separately analyzed the subset of patients who approached the ED on weekdays between the hours of 8 am and 3 pm as there are more alternatives to ED care during those hours. A sensitivity analysis was performed with the assumption that all patients who declined the survey would have refused to accept alternatives to ED care.
Using the survey data and other evidence, the study institution's quality improvement leadership met with the hospital and ACO quality directors. The group explored categories of patients who would be better served with scheduled outpatient care and termed these efforts the Right Care, Right Place project. Results of this project were presented by one of the study team to the ACO's quality committee on December 1, 2014. Subsequently, the ACO developed an ED alternatives plan that aimed to schedule alternative care for patients who otherwise would be referred to the ED. The plan included items such as extending ambulatory and specialist provider hours, improving the direct admission process, providing outpatient settings for transfusion of blood products, and expanding the availability of sameday axial outpatient imaging studies (see online Supplement 2 ED, Alternatives Pamphlet, available online with this article).
The ED alternatives plan monitored success by measuring ED visits per 1000 patients per year by members of the ACO. This metric was monitored using Ursa Health Inc. proprietary software (Ursa Health, Nashville, Tennessee; http://www.ursahealth.com/index.html).
Results
A total of 2098 ESI Level 3, 4, and 5 patients were seen during the 24-day study period, with 1648 arriving during the hours of the study (Figure 1 ). Twelve percent declined to participate, 15% were excluded, and 6% were eligible but were missed (discharged rapidly or left before medical evaluation). The majority of participants (71%) were triaged as Level 3, with Level 4 (28%) and Level 5 (1%) comprising the remainder (see online Supplement 3, Reponses Stratified by ESI, available online with this article).
Approximately half of the patients surveyed reported discussing their condition with a medical professional prior to coming to the ED (Table 1 ). Seventy percent reported that they were advised to seek care at the ED, 312 of whom could document the name or role of the medical professional who provided this advice.
More than half of patients who completed the survey indicated that they would have accepted a clinic appointment rather than ED care if available. Of the surveyed patients willing to accept a clinic or doctor's office visit, more than 45% were seeking either primary care or specialist care, and a small percentage did not respond (Table 1) . A wide variety of specialists was sought, and the most common (in order) were orthopedics, neurology/neurosurgery, obstetrics/gynecology, and cardiology. If one assumes that the 193 patients who declined to participate would be unwilling to accept a clinic ambulatory appointment in lieu of going to the ED, that percentage drops from 59% to 45% but is still a substantial proportion.
Of those patients who indicated that they recently switched/obtained medical insurance, 40% indicated that this was related to the ACA. A larger percentage of these patients reported that it was more difficult to see primary care doctors or specialists (Table 1) .
Little difference was found in the demographics or findings between those patients who presented between 8 am and 3 pm during weekdays and all surveyed patients, as percentages for each item differed by less than 3% (Figure 1) .
Fifteen percent of all survey participants were admitted as were 15% of all ESI Level 3, 4, and 5 patients seen during the survey period. Of the surveyed patients who were admitted, approximately 75% of these admitted patients spoke with a professional, and 74% of those were directed to the ED; 49% indicated they would have accepted a clinic appointment.
The study team plotted a time trend analysis following the Right Care, Right Place quality improvement project and the subsequent ED alternatives resource expansion (Figure 2) . The time trend analysis displays a dramatic decrease in ED visits per 1000 patient years by members of the ACO after the project results and subsequent resource improvement. ED patient visits by all payer types showed no similar decrease, and in fact have increased over the 3-year period ( Figure 2 ).
Discussion
At the study institution, a substantial portion of ED use is provider driven. This finding raises important implications not only for alleviating ED crowding but also for the financial planning of ACOs. Given per capita financial limitations, ACOs will want to limit ED utilization, which will require alternative venues and patient and provider education on how to access them. Indeed, availability of sameday appointments has been shown to significantly decrease nonurgent ED visits, whereas simple assignment of a primary care physician has not. 4, 5 Patients must be able to arrange same-day visits with providers rather than simple direction to the ED if ACOs hope to decrease nonemergent ED use and its associated costs.
The referral system contemporaneous with this study's data collection directed patients to a place for care that often required prolonged waiting, lacked continuity, and was more expensive from a payer perspective. The patients, for the most part, were willing to see the provider whom they contacted, but were instead directed to go to the ED. The lack of same-or next-day clinic appointments and a direct admission process may explain why even insured individuals utilize ED resources rather than primary care.
The issues highlighted by this survey spurred a serious quality improvement effort to measure and limit inappropriate ED referrals from primary and specialty services for patients within the study ACO. Over the last 2 years, most services regularly measure and report ED utilization along with 30-day readmissions by their patients. Several services are engaging in effective performance improvement projects to decrease both ED utilization and readmissions by exploring patient drivers of ED visits, opening same-day appointments, and using health technologies to avoid ED visits for evaluation of postoperative complications. [6] [7] [8] [9] [10] The study ED alternatives project data demonstrate that improved resources provided by the ACO are associated with a decreasing proportion of covered patients using the ED.
However, the majority of the study ED patients lack coverage by the institutional ACO and remain untouched by the recently implemented ACO improvement efforts. Over the last 3 years, 68% of previously uninsured state residents gained insurance coverage, with 4.4 million of them obtaining Medicaid. Medicaid now covers approximately 1 in 3 state residents and is the single largest payer for patients visiting the study ED. 11 These newly insured patients often turn to the ED when they encounter difficulties or lack persistence in accessing primary care, further exacerbating crowding. Though the vast majority of Medicaid patients visiting the study ED are enrolled in managed care programs that strive to decrease nonemergent use of the ED, the study ACO does not provide this managed care, and there is currently a lack of collaborative effort to measure and improve outpatient resources for these patients.
During the Oregon Medicaid expansion program, ED usage increased by 40% among those who received coverage, despite improved primary care access. 12 This increase in usage may not be unique to Medicaid covered patients and may simply reflect an overall lack of perceived access among newly insured individuals under any plan. Nonemergent visits to the ED in one state appear to be common under all payer systems and vary more by ACO or medical group than by insurance type. 13 The study team's interpretation of the survey results echoes that of Friedman and colleagues to avert the avoidable use of the ED with improved system strategies for population care, such as an easily accessed medical home with timely ambulatory care under all payer systems.
14 It appears that the study organizational ACO's Patients who declined participation may be different from those who participated and may be less likely to report that they were directed to the ED or would have preferred to go elsewhere. However, the sensitivity analysis demonstrates that even under this conservative assumption, close to half of ESI 3, 4, and 5 patients would be willing to accept an alternative setting for their care. Such a reduction would reduce crowding dramatically. This reduced number still represents 34% of patients who typically seek care in the study ED each day.
Almost half (49%) of participating admitted patients would have accepted a clinic appointment in lieu of the ED. As mentioned previously, medical providers most often sent patients needing admission from the affiliated clinics or from home to the study ED rather than arranging for hospital admission directly as the study hospital is continually over capacity. It is likely that many of these admitted patients directed to the ED represent a failure of a viable direct admission process. However, the methodology used in this study did not permit the exploration of this hypothesis.
The survey data and the subsequent Right Care, Right Place quality improvement project were but one element in the creation and success of the ED alternatives project within the study ACO. As with all such quality improvement analysis, the study team does not know what percent of the observed improvement, if any, may be attributed to dissemination of this survey and project.
Conclusion
In the study ED prior to the currently described initiative, more than half of the moderate-to-low acuity visits involved a prior discussion with a medical professional or staff. The majority of those discussions led directly to the ED visit. Even for the subset of patients who arrived during normal working hours when clinics are open (8 am to 3 pm on weekdays), a similar percentage of patients indicated that they were directed to the ED for the requested care. The study ACO aggressively addressed this problem and, through an ED alternatives quality improvement initiative, managed to dramatically decrease ED visits by those enrolled in the ACO.
